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elevated
ECG- Sinus rhythm, 100/mt, ST elevation in V5,V6, II, AVF, Q in II,
aVF and poor R waves in V1 to V6
2D Echo: RWMA mid/distal lateral wall; LVEF -65%
[INTERVENTIONAL MANAGEMENT]
Procedural step. 2 cases presented
Case 1- Culprit lesion in LCX; Primary angioplasty to LCX done. But
thrombus containing lesions in the proximal LAD and proximal RCA
visualized. Large area of myocardium under immediate jeopardy.
Hence simultaneous angioplasty to the coexistent non-culprit but
potentially culprit lesions in the LAD and RCA possibly justiﬁed in the
same setting. Simultaneous thrombi in multiple coronaries during
STEMI though rare, may occur and is associated with worse prognosis.
Case 2 - Culprit lesion is the total occlusion of distal LMCA. On
wiring the LAD, ﬂow is re-established and shows that the culprit
lesion is from the LMCA to LAD. LCX ostium and proximal LCX is
normal, but mid LCX shows a long segment critical narrowing of 80%.
Because the primary strategy would be LMCA to LAD stenting,
simultaneous angioplasty and stenting to the non-culprit mid LCX
lesion is considered to avoid future recross with a long stent into the
LCX across the struts of the LMCA stent.Case Summary. Multi vessel disease and Non-culprit lesions in STEMI
is a heterogeneous entity.
Treatment approach has to be individualized.
Current guidelines recommend single vessel (Infarct related artery)
PCI as the default strategy in STEMI.
Acute multi -vessel PCI is justiﬁed only in patients with cardiogenic
shock.
Role of multivessel PCI during the index primary angioplasty for
STEMI is a gray zone.
Recent trials have questioned the wisdom of labeling as a Class III
recommendation for multivessel PCI for non-culprit lesions in STEMI
Two speciﬁc situations where simultaneous multivessel angioplasty
maybe justiﬁed during STEMI are presented.
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. JCC
Relevant clinical history and physical exam. 38 year-old lady presented
acute chest pain followed by persisted chest tightness in the evening.
Clinically NSTEMI was diagnosed as elevated cardiac enzymes but no
obvious ST-T elevation. However, it transformed into STEMI the next
morning.
S128 J O U R N A L O F T H E A M E R I C A N C O L L E G E O F C A R D I O L O G Y , V O L . 6 5 , N O . 1 7 , S U P P L S , 2 0 1 5Relevant catheterization ﬁndings. Emergent PCI then was performed.
During initiation of PCI procedure, LM bifurcation ﬂow was impeded
by catastrophic spiral dissection. Bifurcation stenting was done then
and recruit LAD sub optimal result.[INTERVENTIONAL MANAGEMENT]
Procedural step.
1. Diagnostic ﬁnding: Rapid tapered LAD from middle part and distal
occlusion; Patent RCA and LCX.
2. Terumo BL3.0 guiding catheter engaged the LCA ostium but both
LAD and LCX spiral dissection occurred.
3. First wiring to LAD was in false lumen. Second wire entered to true
lumen using 1st wire as guidance.
4. Protection wire in LCX was placed.
5. Deployed two DES stents (3.5/18mm, 3.5/24mm) to cover the LM to
proximal LAD
6. Used crusade catheter to let 3rd wire enter LCX true lumen.
7. OTW balloon passed through stent strut and distal dye injection
conﬁrmed LCX wire in true lumen. Further balloons dilated the stent
strut then.
8. LM to LCX was stented by 3.0/28mm DES. Final kissing done by two
NC balloons (3.5/18mm and 3.25/15mm).
9. During and post-procedural IVUS in LAD and LCX showed persisted
dissection ﬂap with intra-mural hematoma.
10. Four days later, repeated CAG showed dissection ﬂap remained but
regained TIMI 3 ﬂow in both LAD and LCX.
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Remain calm while in catastrophic condition. Use soft wire to ﬁnd the
true lumen. If not in the true lumen, leave it there as a guidance. May
not have enough time to perform IVUS in initial rescue procedure.
Once condition is stabilized, IVUS can tell something. Crusade double
lumen catheter may help during procedure. Stenting is to cover
dissection inlet from proximally to distally.TCTAP C-031
Inferior Acute Myocardial Infarction with Fatal and Extensive Anterior
Myocardial Damage Due to Reperfusion Injury Through the Jeopardized




Patient initials or identiﬁer number. T.N.
Relevant clinical history and physical exam. Clinical History
She had been living in group homes for the senile elderly. An as-
sistant of the home found her lying in a rest room. Her systolic blood
pressure was 90mmHg and heart rate was 50bpm. An afﬁliated
physician transferred her to our hospital because she complained
chest pain.
Physical Exam
Blood Pressure: 148/62mmHg, Heart Rate: 68bpm, regular
O2 Saturation: 98% (room air)
Body Temperature: 35.9C
Lung: clear, no rale
Heart: S1/, S2/, S3-, S4-, no murmur
Leg edema: -
Relevant test results prior to catheterization. 12 Leads electrocardiogram
Heart Rate: 70bpm, Sinus Rhythm, I Atrioventricular Block
ST elevation in II III aVF, depression in I aVL V1.2
Chest Roentgenogram
Cardio-thoracic Rate: 56%
Congestion: -
Effusion: -
Echocardiogram
Inferior wall asynergy
